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of Bagdad lived the Wise One, 
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There came to him a young man, who had spent much but got little, and said: “Tell 
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THE ORGANIZATION OF A TOTAL HEARING 
CONSERVATION PROGRAM* 


DONALD R. CAZIARC 


Hearing Conservation Specialist 
California State Department of Public Health 


Introduction: This year, 1949, represents the twenty-fourth 
anniversary of the birth of conservation of hearing programs in 
America. Twenty-four years ago the American Society for the 
Hard of Hearing (now the American Hearing Society) instigated 
a testing survey which was designed to locate every child with 
defective hearing and more specifically those who were in need of 
special assistance because of their loss of hearing. The full impact 
of this survey was felt from Maine to California and from the 
Great Lakes to the Gulf Coast. This, and subsequent surveys, 
resulted in the accumulation of certain data which indicated that 
there were, and are today, approximately 1,500,000 to 3,000,000 
children of school age in the nation with defective hearing. Inci- 
dence of hearing loss among children, however, appears to vary 
according to geographical location, climatic conditions, and the 
socio-economic status of the family. 

Objectives of a Conservation of Hearing Program: Although 
the original intent in the development of conservation of hearing 


- programs was primarily directed toward the location of children 


with defective hearing, for the purpose of determining their educa- 
tional needs, the objectives of the program have expanded so as to 
include modern techniques in case-finding, adequate diagnosis, the 
provision of medical and surgical care deemed necessary as the 
result of the medical diagnosis, the selection of hearing aids, the 
provision of special educational facilities, and guidance. No hear- 
ing conservation program is complete without full consideration 
of these factors. No efficient and complete program can be estab- 
lished without basic planning, and this must necessarily relate to 
facilities and programs related to the over-all health and welfare 
of school age children which are already in existence. 


*Presented to the American School Health Association at New York, Octo- 
ber 24, 1949. 
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Basic Planning: Before any state, county or city attempts to 
establish a hearing conservation program it is essential that all 
interested agencies, community groups, representatives of the local 
medical profession, and departments of health and education meet 
together to discuss the purposes and objectives of the program. 
Some of the major colleges and universities have included in their 
speech department curricula related to the problems of the acous- 
tically handicapped. These institutions might be used as a focal 
point for the development of a city, county or state-wide program, 
particularly with regard to those phases of the program which 
pertain to the rehabilitation and education of the acoustically 
handicapped. State-wide planning calls for the coordinated efforts 
of the departments of education and health and the full coopera- 
tion of the state and local medical groups. In California, for 
example, an advisory committee on the conservation of hearing 
was appointed by the California Medical Association to assist with 
the planning of the medical aspects of the hearing program. The 
State Department of Education, primarily interested in the educa- 
tion of the hard of hearing child, and in the recruitment and 
training of special teachers, has included in its Bureau of Special 
Education, a Consultant in the Education of the Hard of Hearing. 
The State Department of Public Health, in order to carry out the 
provisions of the Crippled Children’s Act, which includes acous- 
tically handicapped, established the position of Hearing Conserva- 
tion Specialist. This individual acts as a consultant to local health 


and school departments, assisting them with the development of 


their case-finding programs, the organization of otological diag- 
nostic and treatment clinics, which are provided through Crippled 
Children Services, and the selection of hearing aids for the more 
severely handicapped. 

Case Finding: Case finding methods which are employed in 
the schools are described in detail in a syllabus of audiometric pro- 
cedures which was prepared in 1945 by the Committee on Con- 
servation of Hearing, The American Academy of Ophthalmology 
and Otolaryngology. This syllabus has been accepted as a guide in 
the development of case-finding programs throughout the United 
States. The first objective of any hearing program is to locate all 
the children who may need special education or medical services 
related to hearing impairment. The most widely used screening 
method has been with the 4-type speech phonograph audiometer. 
With the exception of a few minor changes, this instrument is the 
same as that which was employed many years ago. Its carefully 
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calibrated records which produce pairs of numbers of diminishing 
intensity enable the tester to screen test as many as forty children 
at a time. Those who use the 4-type audiometer should never lose 
sight of the fact that it is a test of the “conventional speech range” 
and not a diagnostic audiometric test of hearing. 

Another method of screening, developed in recent years, is the 
“sweep frequency” pure-tone screening test. This test is admin- 
istered individually and enables the audiometrist to determine 
rapidly an individual’s hearing acuity throughout an audiometric 
range from 128 (or 256) through 8192 (or 11,584) cycles per 
second. This range of hearing extends well above and below the 
accepted conversational speech range. 


The Massachusetts Department of Public Health has developed 
a testing technique called the Massachusetts Hearing Test, incor- 
porating the use of the pure-tone audiometer coupled with group 
audiometer receivers. A detailed explanation of this testing tech- 
nique can be found in the Journal of the Acoustical Society of 
America, September, 1948. It is believed that this new method of 
testing will enable an audiometrist to screen large numbers of 
children more efficiently than with other methods previously dis- 
cussed. 

Some study has been made of the relative advantages and dis- 
advantages of the testing methods mentioned above. In group 
testing, considerable time is required for setting up the equip- 
ment, the explanation and administration of the test, and the scor- 
ing of test record sheets. Arrangements for conducting any group 
audiometer test call for the occupation of a quiet room which will 
accommodate up to forty children. Too, because it is impractical 
to test children below the third grade with this instrument, and 
because of the difficulty certain children may have in writing the 
numbers, this test may not meet the needs of a total program. It 
is of considerable value for screen testing large numbers of chil- 
dren above the third grade and particularly in locating those chil- 
dren who might have difficulty hearing in the classroom. Recom- 
mended procedures in conducting this type of test advise re-tests 
on the same instrument for those who fail the initial test. Further- 
more, it is recommended that children who fail the group test be 
given a pure-tone threshold hearing test before they are referred 
for medical examination. Past experience has demonstrated that 
group tests often result in the over-referral of children. This is 
probably related to the lack of adequate training which should be 
given every technician. On the other hand, it is estimated that be- 
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tween 25 and 50% of children with losses of hearing above 2048 
cycles per second are missed when tested with the phonograph 
type audiometer. To alleviate these discrepancies, teacher and nurse 
observations of the child’s behavior, his speech patterns, school 
achievement, and other conditions which might indicate a possible 
hearing loss, are of inestimable value to the audiometrist. 

The pure-tone “sweep frequency” test is one which requires 
simple administrative techniques. A small quiet room, one which 
will accommodate three or four persons, is adequate. Although 
the test is administered individually, the actual “per capita time 
consumed, including setting up of apparatus, instructions to chil- 
dren, and scoring of test ...”* is about equal for both group and 
“sweep frequency” testing. The average time required for an 
individual “sweep frequency” test is approximately one to one and 
one-half minutes per child. Successful screening tests of this type 
have been administered to children as young as four years of age. 
In conducting this pure-tone screening test, the suggested attenua- 
tion for each frequency is ten or fifteen decibels, depending upon 
the extent of room noises which prevail. Children who fail to hear 
any one of the frequencies are referred directly for a pure-tone 
threshold test. 

Threshold of Acuity Tests: The pure-tone audiometer is the 
accepted instrument to be used in determining an accurate meas- 
urement of hearing acuity. The United States Bureau of Standards 
and the Council on Physical Medicine, American Medical Associa- 
tion, have cooperated in establishing certain standards of accept- 
ance for pure-tone audiometers. It is suggested that school audio- 
metrists use only those instruments which have been accepted by 


the Council on Physical Medicine. The results of a pure-tone © 


audiometer test serve as a diagnostic tool in the hands of a compe- 
tent physician or otologist. Too, audiologists and other well trained 
persons in the field of education of the acoustically handicapped 
are often able to use these test results as a means of determining 
the educational needs of the child. 

Importance of Otological Diagnosis: The discussion of testing 
methods has indicated that a conservation of hearing program is 
not solely one concerned with the special educational facilities. Of 
primary importance are the preventive aspects of the program. 
When one studies large groups of hard of hearing people he soon 
learns that nearly 50% of those individuals who are hard of hear- 
ing would not be handicapped if the conditions which caused their 


*Silverman, p. 360, Hearing and Deafness, by Hallowell Davis. 
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hearing loss were determined in early childhood. Careful case- 
finding is a method of developing the preventive and remedial 
phases of the program. Every child whose pure-tone audiometric 
test indicates a loss of twenty or more decibels in one or more 
frequencies should be examined by a qualified physician, preferably 
by an otolaryngologist. The examining physician may be able to 
determine the presence of certain conditions which are amenable 
to treatment. In these cases loss of hearing can be arrested or 
restored if the condition is properly diagnosed and the child 
receives expert medical or surgical care. According to leading 
otologists, approximately 75% of the children whose hearing devi- 
ates from the established normal threshold of acuity can benefit 
from such a program. 


Not all children with defective hearing have difficulty hear- 
ing conversational speech. Care must therefore be taken when 
explaining a test result to the parent or to the teacher. The exam- 
ining physician should explain the loss of hearing and its relation- 
ship to the existing pathology which might be a causative factor. 


Medical Follow-up: More than 80% of the children seen at 
the otological diagnostic clinics in California have received recom- 
mendations for medical and/or surgical care. Many of these chil- 
dren are cared for by private physicians. Others are considered 
for care through the State Crippled Children Program, funds for 
which are provided through local taxation and supplementary 
state and federal allotments. This program also provides for the 
purchase of hearing aids when recommended by the otologist. In 
some areas hearing centers are being established where persons 
may go for an evaluation and selection of hearing aids. These 
centers are usually sponsored by universities which have schools 
of medicine, or by local hearing societies. 


Education and Guidance: It is important that each child whose 
audiometric test indicates a hearing loss should be considered a 
possible candidate for special education and environmental adjust- 
ment in the classroom. Such measures will vary according to the 
degree of hearing loss and the existing facilities. The classroom 
teacher should be made cognizant of any child in her classroom 
who has a hearing loss. There is no specific category into which 
children with defective hearing can be placed. Each case must be 
considered individually. A child with a hearing loss in the speech 
range, whether monaural or binaural, should be allowed to sit in 
the classroom where he can hear and see the teacher. Some schools 
have found it valuable to permit the hard of hearing child to change 
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his seat from time to time, thus enabling him to participate in all 
activities. Teachers should be given special instructions with 
regard to helping the hard of hearing child in the classroom. 
Special instructions should also be given the parents so that they 
may help the child at home. Lip reading, speech, and auditory 
training for those children who are more severely handicapped 
should be made available. 

Vocational, psychological and educational guidance is the 
responsibility of the school administration. Counsellors and teach- 
ers should be aware of the handicap of deafness and of the socio- 
economic implications of deafness in order that they can advise 
and direct the child with defective hearing into avenues of gainful 
employment. The success of any educational and guidance program 
for the physically handicapped is measured only by the achieve- 
ment of the individual after he leaves the school environment. 

Conclusion: Educational, medical, technical and psychological 
advancement in recent years have caused this nation to recognize 
deafness, not as a handicap, but as a condition which can be dealt 
with scientifically and with concrete results. Hearing conservation 
programs are economically sound in that they ultimately reduce 
the excessive costs incurred by the school districts as the result of 
grade repetition. Good hearing is essential to a full life. A hear- 
ing handicap often retards an individual in his mental, emotional 
and social development. Therefore, a total hearing conservation 
program, when planned and conducted efficiently, will result in 


the gradual decline in numbers of acoustically handicapped indi- 


viduals and will assist the more severely handicapped to take their 
place in the hearing world of which they are a part. 


* * * * * 
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Poliomyelitis Carriers—To the Editor:—I am chief of staff 
of an eye, ear, nose and throat hospital and a committee has asked 
us to take over patients convalescing from anterior poliomyelitis for 
physical therapy. What are the probable chances of these patients 
being carriers of poliomyelitis, and, if they were, how long would 
they continue to be carriers? I understand that the general hos- 
pitals in our city are going to take convalescent patients for phys- 
ical therapy, for they do not consider them contagious or carriers 
of the disease. Are the general hospitals in Chicago and other 
cities taking such patients? In hospitals which have done so, what 
has been the reaction of the public?—D. H. Anthony, M.D., 
Memphis, Tennessee. 

ANSWER :—Poliomyelitis virus has been found in the stools 
of recognized patients as well as unrecognized carriers over a 
period of two to four weeks, occasionally as long as twelve weeks. 
In the nasopharyngeal secretions the virus may be demonstrated 
for a shorter time, usually not more than three to five days after 
onset. Its duration in the nasopharyngeal secretions of persons 
with unrecognized infections is unknown. The incubation period 
is usually seven to fourteen days, and the periods of greatest com- 
municability apparently is covered by the latter part of the incu- 
bation period and the first week of the illness. It must be realized 
that during an outbreak of poliomyelitis the number of unrecog- 
nized carriers in the community greatly exceeds the number of 
diagnosed cases. A total of 1,242 hospitals now admit patients with 
acute and convalescent poliomyelitis. The public has been enthusi- 
astic about hospitals receiving poliomyelitis patients, and to our 
knowledge no fear has been engendered by this action.* 
Journal of the American Medical Association, February 4, 1950, p. 379. 

*The Illinois Health Messenger, in its issue of February 1, 1950, p. 11, 
carries an account of two epidemics in the far north—and in December— 


apparently carried to those areas by two unrelated carriers. Ed. Journal 
School Health. 
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THE MODIFICATION OF WEIGHT IN ADOLESCENCE* 
T. JOHN JOHNSON} and J. ROSWELL GALLAGHER} 


The irregularity of the growth process during adolescence 
makes it easy to overemphasize the importance of the relationships 
between height, weight and age during this period.!,2 Too much 
attention to, and singling out of, those who are more thin or fat 
than the average can overemphasize these conditions in their own 
minds and can make them believe they are “abnormal.” How- 
ever, those children whose weights are obviously above or below 
reasonable standards can be shown the difference between varying 
from the average and being abnormal, and they will benefit from 
a period of observation and supervision; in not every case will the 
condition right itself as quickly as it will with help, and in a sig- 
nificant number little improvement can be expected unless changes 
in regimen or diet are instituted. The parts which heredity, con- 
stitutional differences and temporary glandular imbalance play in 
determining weight, and the irregularity of normal growth in 
adolescence must, however, all be kept in mind if either unwar- 
ranted discouragement or enthusiasm over results is to be avoided. 
This report describes in detail a method used at a boys’ school for 
the purpose of observing and helping those who are above or below 
a desirable weight. 

A student health service interested in the improvement of 
health as well as in the discovery and treatment of illness may 


expect to find from ten to fifteen per cent of adolescent males be- 


tween the ages of twelve and nineteen years in need of some atten- 
tion to their weight.3,4 A thorough health examination is a pre- 
requisite to any effort to modify weight. In the absence of any 
infection or endocrine disorder, it is proper to inquire into a youth’s 
health habits, daily routine and diet and to make reasonable sug- 
gestions for their modification when necessary. A period of obser- 
vation under the new routine and diet will, if the patient is coop- 
erative, either effect an improvement in weight or will indicate that 
the physician should seek some other cause. Emerson’ has made 
valuable suggestions for the improvement of ways of living and 
eating: the questions and suggestions used in our health service 
are largely culled from his book. 


*From the Department of Physical Education and Athletics and the 
Department of Health, Phillips Academy, Andover, Mass. 

. This study was aided by funds from The Grant Foundation, Inc. 

_ Associate in Physical Education, Phillips Academy, Andover. 

$School Physician, Phillips Academy, Andover. 
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It should be emphasized that this report is concerned with the 
methods used in the “Weight Classes,” not with the results obtained. 
Results are discussed, but only to emphasize the need of caution in 
evaluating weight changes in this age group. The “Weight Class” 
technique has values which may be depreciated if too much atten- 
tion is paid to weight change alone or if extravagant claims are 
made. 

Method 


Adolescents do not take kindly to suggestions: their frequency 
cloys their appetites. However, they find comments from athletic 
coaches more palatable than those of teachers, parents or doctors. 
For that reason, as well as to emphasize the proper inter-relation- 
ship of the health and physical education departments, we have 
developed “weight classes” as a cooperative project of these two 
groups. Each boy is first given a thorough health examination. At 
that time, on the basis of his general appearance® more than by 
reference to published height-weight-age standards, he is classified 
by the physician as significantly overweight or underweight. Later, 
after the lung x-rays, urinalysis and other tests have been checked 
and found within normal limits, it is suggested to the boy that he 
join a “weight class.” Attendance is not compulsory, but “classes” 
are held at a time and place convenient for the boy. Most boys are 
interested in their weight and will follow, as best they can, a few 
reasonable suggestions. Very few boys wish to be “different,” 
most who are thin wish to gain, most who are overweight wish to 
lose: being “different”? can make their social and emotional adjust- 
ment more difficult. The use of the class method fosters a competi- 
tive spirit. The system of weekly meetings permits us to reiterate 
the facts we wish them to learn and their repetition fosters the 
development of proper health habits. A member of the Physical 
Education staff is in charge of the meetings. 

At the first and subsequent meetings there is discussion of 
material similar to the following. 

“In the absence of infection, glandular or other disease, weight 
control is only a matter of regulating the manner of eating, the 
amount and kind of food eaten, and the amount of energy expended. 
Of these the amount and kind of food eaten is, from the standpoint 
of weight control, most important, but to neglect the other two is 
to take a narrow view of the problem. Aside from its effect on 
weight and digestion, an improvement in eating habits will make 
life more enjoyable and civilized; a reasonable amount of exercise 
may reduce weight slightly (even though it may increase the appe- 
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tite) but it has other values such as the improvement of muscle 
tone, the maintenance of a sense of well-being, and the pleasure 
which accompanies it. 

“Weight tables furnish a guide as to what the average person 
of a given height or age weighs. They do not take into account 
such factors as body build, heredity, racial characteristics or the 
different but normal ways in which boys grow; but they do serve 
as a rough index of what is desirable. Because of the way you are 
constituted (your heredity) or because no one grows and gains in 
an orderly fashion, you may not gain rapidly no matter how hard 
you try. If you’ll keep on with proper eating and habits, however, 
you'll at least avoid losing weight and you’ll eventually start to 
gain. 

“To be underweight is to increase susceptibility to fatigue, 
infection and nervousness, and often to lack an optimum amount 
of energy and sense of well-being. To be overweight is to expose 
one’s self to the hazards of those ailments which have been found 
to be more common in those whose weight is above normal and to 
be subject to the inefficiency of carrying an excess load all day. 


“Don’t ‘wash down’ your food. Give your food a chance to 
get ready for digestion in your mouth by your chewing and by 
mixing with your saliva: that aids the digestion of carbohydrates. 
Don’t eat rapidly—chew properly—use your meals as a chance to 
relax and to be sociable for a few minutes—don’t be just a fireman 
stoking the furnace. You will find that you will digest and assimi- 
late the food you have eaten better if you do not rush into, and 
out of, meals. When you are tense and hurried, your stomach is 
not in the best condition to receive and digest food. A few minutes 
midday rest will also conserve and restore your energy. Some food 
—milk, crackers, fruit—taken before bedtime will help. Be sure 
you eat a good breakfast. Get up a little earlier if you have to. 
Eat plenty of food. Do not fill up on those foods whose caloric value 
is low (leafy vegetables, fruits) ; save room for extra bread, butter, 
cream, gravy, cream soups, mayonnaise—foods which have high 
caloric value. Be sure to get plenty of sleep. Have a midday rest 
if possible. Get plenty of exercise, but not so much that you are 
too tired to eat. You may feel physically tired after exercise, but 
if you do not feel fresh and energetic again after your shower a 
half hour later, you’ve had too much. Don’t get all your exercise 
in one day a week—get some almost every day, and increase the 
amount gradually until you are in good condition. 


“If you are overweight, try to lose from one to two pounds a 
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week. You can do this if you will reduce the quantity of food 
which you eat, and will get over the habit of eating until you are 
full. Reduce the amount of cream, butter, gravy, mayonnaise, ice 
cream and bread that you have been eating; you may fill up, at 
first, on leafy vegetables or lean meat. Do not give up any foods 
entirely. Eat some of everything—bread, milk, potato, butter— 
you must have the vitamins and minerals those contain. Reduce 
the amounts of some foods but don’t eliminate them entirely. Drink 
skim, not whole milk; give the milk in the top of the bottle to 
someone who needs to gain. 


“Not only the quantity but also what you eat affects your 
weight. If you give up potato but have mayonnaise on your salad 
and lots of gravy on your meat, you are exchanging a bulky food 
for one of smaller bulk and higher caloric value. 

“How much exercise are you getting? Remember your weight 
loss after strenuous exercise is mostly loss of water. Get plenty 
of exercise to keep your muscles firm and your endurance up and 
to burn up some of the food you have eaten, but don’t let it just 
stimulate your appetite to the extent that you feel you have to have 
some extra crackers, milk, etc., every afternoon! 

“Protein builds tissue and stimulates your metabolism. If you 
must increase any part of your diet, let it be lean meat. If you 
reduce your intake, you will get used to eating less: stick to it and 
soon you won’t notice any discomfort. Eating is a habit, and you 
can develop the habit of eating less. Eat more slowly, and it will 
seem like more. Are you cutting down on your butter and gravy 
and mayonnaise? Are you trading the top milk of your milk bottle 
for some of the bottom of some thin boy’s? There are sixty calories 
in the milk at the top of the bottle per ounce and only fifteen 
calories per ounce in the bottom of the bottle, and yet the latter 
has almost as much in the way of minerals and vitamins (except 
A) and protein.” 

The tone of the above remarks is kept informal; it is direct, 
authoritative, accurate, but there is no pleading, coaxing or threat- 
ening, and no promise of one hundred per cent success. They are 
presented as reasonable suggestions worthy of a trial. 

Students are weighed at each meeting and a chart (Figures 
I and II) is kept: the weighings should all be at approximately the 
same time of day and with comparable clothing. The front of this 
chart provides for the graphic representation of weekly weight 
figures; the reverse lists common habit factors in weight control 
and emphasizes those matters in which the boy is particularly 
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deficient so that he can be questioned about them at future visits. 
At each subsequent weekly meeting some comment concerning 
weight control is made, each boy is praised or reassured as his 
weight is recorded, and any particularly good gain or loss is called 
to the attention of the others as an example of what can be done. 
Those who fail to make an improvement after a period of a few 
weeks are called to the attention of the physician. We have found 
it helpful to include in these groups a few of the better known 
school athletes: there are always a few of these who want to 
weigh more and their presence adds prestige to the group, makes 
it an “all right’ place to be seen! 


After reasonable losses or gains have been made the student 
is urged to go ahead on his own: the purpose of the class is to teach 
the boy how he may gain or lose, not to see how much his weight 
will change in a given number of months. Once he has learned 
what to do the class’s function has been fulfilled: he is of course 
welcome to return to the class or to the physician at any time, and 
at three times during the school year his weight will be checked as 
part of the regular school health service routine. 


Results 

In evaluating results which one obtains from any efforts to 
increase or decrease the weight of adolescents, consideration must 
be given to the fact that during this growth period weight will 
normally be gained by those who are thin and weight will be lost 
by many who have been overweight because of some temporary — 
endocrine imbalance. One must be cautious not to take credit for 
what may be natural processes. Growth, during this age period, 
is frequently spasmodic and very irregular: it does not follow an 
orderly, steady pattern. However, it is obvious to anyone working 
with this age group that some boys who are thin tend to remain 
so unless special efforts are made; and also that some tend to 
remain obese and can be helped to achieve a more satisfactory 
weight. Providing the methods used are sound and are restricted 
to simple efforts to improve habits of living and eating and that 
due consideration is given to the part which heredity and the 
growth processes play, weight classes can be a very beneficial part 
in their health education program: they can develop habits and 
impart information which will be helpful both in their present and 
in their later lives. It is worth remembering that a fair number 
of these boys will try dietary tricks of their own in an effort to 
help themselves unless some more better-informed assistance is 
offered. 
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Overweight Group 


Table I lists the amount of weight lost by thirty-nine boys who 
were selected by the school physician as being overweight and who 
were referred to a weight class. Only those who attended at least 
eight sessions of a weight class are included. Attendance was better 
among the thin than among the overweight boys: about sixty per 
cent of the thin boys showed sufficient interest to attend at least 
ten weekly classes and only about forty per cent of the overweight 
boys showed this much interest. This group of overweight boys 
averaged about twelve visits to the weight class; the range of 
number of visits was from eight to twenty-five. At the start of 
their weight reduction program nine (23 per cent) admitted eating 
“seconds” and twenty-six (66 per cent) said they frequently ate 
between meals. Ten of these boys (25 per cent) gained weight 
(from one to sixteen pounds, with an average of 6.4 pounds) and 
the weight of two showed no change during the time they visited 
the weight classes. The twenty-seven others lost from one to 
twenty-one pounds, the average being 9.6 pounds: there were six 
who lost between fifteen and twenty-one pounds. 

These results could hardly be considered entirely satisfactory 
but it is fair to say that a significant improvement in the health 
status of more than half the group was obtained. The remainder 
were at least exposed to some health education ; and an opportunity 
of determining the effect which diet could have, or if they could 
be interested in dieting, was afforded. 


Underweight Group 


In evaluating the weight changes in underweight boys, one 
has to be extremely cautious: as part of a normal but irregular 
growth process many boys will suddenly gain considerable weight. 
However, if there is a definite gain in weight on a new regime in 
a boy who has been thin for a considerable period, it is probable 
that the suggested changes were responsible for the improvement. 
It is very desirable carefully to observe the weight of boys who 
are thin: at least one should frequently check their weight to be 
sure that they are not losing; should this be the case, they should 
be referred to the school physician. 

Records of ninety underweight boys who attended at least 
eight sessions of the weight classes have been reviewed. The num- 
ber of weight class visits ranged from eight to twenty-three and 
averaged about twelve. Only three of the ninety boys lost weight; 
one, two and four pounds respectively; in one boy there was no 
change in weight. The other eighty-six boys gained from one to 
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twenty-four pounds: the average was eight pounds; eighteen (20 
per cent) gained twelve or more pounds. 

During the history taking, thirty-three per cent said they 
felt tense a good deal of the time, thirty-nine per cent admitted 
rapid eating, twenty per cent said they had insufficient sleep, forty 
per cent did not eat between meals or before going to bed and 
sixty-five per cent did not eat “seconds.” These data are certainly 
not to be regarded as highly accurate, but they indicate the type 
and extent of some factors which were retarding these boys’ 
weight. 

Data on those boys who were urged to attend a weight class 
and who either did not do so or who attended only once or twice 
are given in Table II. 


TABLE I 
Number of Per Cent Per Cent 
Visits Who Who Aver-  Aver- 


Gained Lost age age 
Number Range Average Weight Weight Gain Loss 


Overweight 39 8-25 12.4 25.3 69.0 6.5 9.6 
Underweight 90 8-23 12.7 95.5 3.3 8.0 2.3 


Data concerning thirty-nine overweight and ninety underweight boys 
who attended ten or more weight classes. 


TABLE II 
PerCent Per Cent Average Average 
Who Who Gain Loss 
Number Gained Weight Lost Weight in Pounds in remile 
Overweight 19* 58.0 42.0 6.0 8.7 
Underweight ay** 97.3 2.7 10.1 1.0 


*Only two visited the weight classes at all. 
**Thirteen did not attend a single weight class. 
Data taken over a nine month period concerning nineteen oars 8 and 
thirty-seven underweight boys who attended weight classes no more than twice 


The weight changes are those which occurred over a nine- 
month period, whereas those in Table I cover only the period of at- 
tendance at weight classes, an interval which averaged about 
three months. This is not intended to be used as a “control” 
group; the data are included only to emphasize the fact that favor- 
able results of such a program as weight classes must be inter- 
preted with regard to the changes in weight which occur in this 
age group regardless of supervision. The value of weight classes, 
however, is not lessened by the fact that boys’ weight often changes 
regardless of supervision: weight classes offer opportunities for 
health education and for regular observation of those whose weight 
is considerably above or below the average — valuable features of 
a health service. 
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Figures I and II illustrate the type of charts used, the kind of 
results which one can obtain, and emphasize the health and dietary 
habits which we believe can be corrected by this type of supervision 
and education. To make these suggestions once or twice is not 
enough: to tell the boy to “watch his weight” is usually ineffec- 
tive. 

D. P. (Figures I, I1) a fourteen-year-old boy, 6514 inches tall 
and weighing 167 pounds with clothes, was overweight and fiabby 
when he began attending weight classes. He said he had never 
taken much exercise, ‘‘ate seconds,” ate between meals. A strenu- 
ous exercise program appropriate for him was started, some sug- 
gestions regarding which foods to eat sparingly were made, and 
he was urged to stop eating seconds and between meals. Within 
five months he lost fourteen pounds and felt and looked much bet- 
ter. A check of his weight three months later showed that this 
improvement had been maintained. 

R. L. was sixteen years old, 68 inches tall and weighed 109 
pounds with clothes. He said he rarely if ever rested after meals, 
often felt tense, ate “seconds”, but did not eat between meals: 
Foods which aid in weight gaining were suggested, he was urged 
to eat between meals and before going to bed, and efforts were 
made to relieve the causes of his tension. There was a weight gain 
of twelve pounds in four months: at the end of six months his 
weight was one hundred twenty-three pounds. 


Summary 

1. The “weight class” is described in detail and is suggested 
as a valuable part of a school’s fitness program. It is emphasized 
that the “weight class” is best managed by a physical educator or 
athletic coach in cooperation with the visiting or resident school 
physician. 

2. The value of the “weight class” as part of a health educa- 
tion program and for purposes of observing the progress of those 
who are overweight or underweight is discussed. 

3. The importance of giving consideration to the effects of 
hereditary and constitutional differences upon the extent and rate 
of the growth process, and the desirability of making a clear dis- 
tinction between a weight which varies from the average and a 
weight which is abnormal are emphasized. 

4. The need of caution in assessing the results of any program 
designed to modify the weight of adolescents is emphasized, and 
the values of a “weight class” regardless of any weight changes 
which occur are considered. 
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WEIGHT CHART 
Pe 
ee 14.8 Height ...... 65.5 Date .........2 October 2, 1947 
Weight October November December Januar February May 
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Figure I. The type of weight chart used. A weight loss of fourteen 


pounds within a five month period is illustrated. These charts have motiva- 


tion 


* Also in Journal of School Health, 7.186, Sept., 1949. 
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October November December January 

Date: 7 14 21 28 4 1118 25 2 9 1623 30 6 18 

Rest periods? .............. X X OK OK — —— X — OK — — —s;Xx — 
Wash down food?........ OK OK OK OK — — — OK — OK — — — OK — 
Fast eating? ........../..... X OK OK OK — — — OK — X — — — OK — 
X X X X——— X— — — — OK — 
Sheen well? .........:.:0-<1 OK OK OK OK — — — OK — OK — — — OK — 
Feel fatigued? ............ X X OK OK — — — OK — OK — —— X — 
Eat good breakfast?.... X OK OK OK — — — OK — OK — — — OK — 
Eat before bed?............ X X OK OK — — — OK — OK — — — OK — 
Eat proper foods?........ OK OK OK OK — — — OK — OK — — — OK — 
Proper exercise? ........ OK OK OK OK — — — OK — OK — — — X — 
Eat seconds? .............. X XOK X——— X — OK — — — OK — 
Eat between meals?...OK X OK xX — — — OK — OK — — — OK — 


Figure II. The reverse of the weight chart of an underweight boy. It 
furnishes a check list of appropriate questions to be asked at each meeting. 
All the questions are applicable to those who are underweight; the last five 

apply to those who are overweight. An answer which indicates that the boy’s 
habit should be we oy is marked with an “X”; replies indicating satisfactory 
habits are marked “OK 


Athlete’s Foot,—Question :—What is the value of sodium thio- 
sulfate solution in footbaths for the prevention of fungous infec- 
tions at such places as showers in gymnasiums and at swimming 
pools? Would the use of one of the newer foot powders containing 
undecylenic acid be of more value in preventing fungous infection 
of the feet among the members of a high school athletic team? 
—Iowa. 

ANSWER :—The use of foot baths with a solution of sodium 
thiosulfate to prevent infection of the feet with fungi is generally 
held to be inadequate and of doubtful value even when the feet are 
immersed for long periods, according to a discussion presented in 
the Journal of the American Medical Association. Better results 
are obtained by drying the feet thoroughly after showering or 
swimming and then applying a foot powder, such as one of those 
mentioned. From Hygeia, February, 1950, p. 1. 
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A SCHOOL HEALTH ADVISORY COUNCIL WHICH WORKS* 
HENRY W. KAESSLER, M.D. 


It is the aim of the Health Service of the Educational De- 
partment of New York State to enlist the efforts of all available 
health services of the community in the school health program. Par- 
ticipation of practicing private physicians is stressed as particular- 
ly desirable. The Child and School Health Committee of the Medical 
Society of Westchester County (New York) instituted a county- 


wide study in 1946 to evaluate the participation of the practicing © 


physicians in the school health work. Representatives of the school 
health services, general medical practice, pediatrics, and education 
were summoned into conference with the committee. Considerable 
differences in interpretation of the purposes and aims of the 
health programs leading to misunderstanding and confusion were 
revealed. There was much need of cooperation and definition of 
intentions. Practicing doctors and the school services were in some 
areas treading divergent courses, at times opposing courses, to the 
detriment of good mutual and public relationship. The number of 
recorded health examinations was but 5 to 30 per cent of the total 
number of children examined. Inquiry indicated that doctors 
actually examined more than the number recorded in the schools, 
but the performance was not reported, leading to much duplica- 
tion of effort. Wherever the committee directed its inquiries it 
uncovered eagerness for and a great need of cooperation between 


all agencies which might contribute to the achievement of healthy 


and emotionally sound child development. 


More than a dozen extremely different printed or mimeo- 
graphed forms distributed for the required annual health exami- 
nations of children indicated the variety of concepts of the kind of 
physical examinations expected. The first step taken by the com- 
mittee was the adoption of a simplified form stressing the positive 
and ignoring the negative observations of the examiner. After 
approval of the superintendents of schools it is now being supplied 
to physicians in many regions with addressed envelopes for direct 
mailing to the schools allowing for confidential information, reliev- 
ing the teachers of the tedium of their collection, and eliminating 
loss by the children. Minimizing the tedium of filling of forms has 
been a deciding factor in enlisting doctors in the program. The 
findings reported are transcribed to or filed with the existing school 


*Read before the American School Health Association at New York, N. Y., 
Oct. 24, 1949. 
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records by the health service clerical staffs. This is the form. 
SCHOOL HEALTH EXAMINATION 


CHILD AND SCHOOL HEALTH COMMITTEE 
WESTCHESTER COUNTY MEDICAL SOCIETY 


Name 

Address 

School Grade Wt. Ht. 
reveals the following defects (leave blank if normal) 


Nutrition 
Skin 
Eyes 
Ears 
Nose 
Tonsils and Adenoids 
Lymphatics 
Heart 
Abdomen 
Genito-urinary 
Hernia 
Orthopedic 
Other 
General Physical and Emotional Status 
REMARKS: (Defects and recommendations for care in school to be noted 
on reverse side.) 
DATES OF IMMUNIZATION: (Not previously recorded) : 
Initial Booster 


X-RAY OF CHEST—Report and date: 


(Please print or write legibly) 


DATE: 


The initial dates are to be recorded with the first examination, 
and only the stimulation or booster procedures are to be posted 
subsequently. Recognition of examinations from June 1 into No- 
vember overcame the objection of physicians to the disturbing 
rush of such work during the early weeks of the school term. 


83 
= 
> 
| 
Pertussis 


THE JOURNAL OF SCHOOL HEALTH 


To encourage cooperative effort in each community the com- 
mittee sponsored the development of School Health Advisory Coun- 
cils. The first one was organized in the Village of Bronxville in 
early 1947 as follows: 


CHAIRMAN — THE SCHOOL ADMINISTRATOR 


School Staff Community Interests 
School Physician 5 Private General Physicians 
School Nurse 5 Pediatricians 
School Psychiatrist Parents’ Representative 
School Psychologist Other Council Representatives 


Physical Educator 
Teachers’ Representative 

The council convenes for one hour quarterly during the school 
year. Well planned agenda presented in round table discussions ex- 
pose the misunderstandings and misconceptions relative to policies 
and pave the way for the pooling of ideas mutually acceptable to 
the school and community interests. Subjects to be discussed are 
agreed upon in advance. Some have been — the rules for the con- 
trol of communicable diseases, the physical education program, the 
part to be played in the improvement of posture, immunization 
procedures to be advocated, the value of germicidal fluorescent 
lamps in schools, tuberculin testing, X-ray examinations in older 
children and school staff members, vision testing, the fluorine treat- 
ment in the control of dental caries, the school guidance program. 
Specialists have been invited to participate in discussions as indi- 
cated by the subject. Letters to parents have been composed by 
the group, advocating annual health examination by the private 
doctor and acquainting parents with policies agreed upon relative 
to matters of health guidance. Parent-teachers conferences de- 
voted to the presentation of subjects dealing with emotional de- 
velopment have been sponsored by the council. 

The school physician, in a satisfactorily functioning school 
health program, can, through such a council, serve most effectively 
as a coordinator of all available talent in the community. The 
private physician’s intimate supervision of the child from early in- 
fancy, through the tribulations of illness, health, and emotional 
growth throughout his educational experience can, with great 
value, be incorporated in the program. Pediatricians are particu- 
larly interesting themselves in the emotional aspects of child 
growth and deserve a place in the program. 

Councils are being organized in other parts of Westchester 
County and.are cementing cordial professional and school health 
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service relationships very effectively in the task of sound health 
and emotional education. As one index of doctor interest, the num- 
ber of physical examinations recorderd as performed by private 
physicians has increased to 60 per cent in some communities. Medi- 
cal advisory councils can work effectively for the benefit of the 
child and for an interesting and stimulating school health program 
in any school system. 


Message From the New Jersey State School Nurses Associa- 
tion: In November, 1948, the New Jersey State School Nurses 
Association became the first affiliate organization of nurses of the 
American School Health Association, by a unanimous vote of the 
Governing Council, then convened in Boston for the Annual Meet- 
ing. 

One year later, October 1949, Miss Natalie Pietruszka, treas- 
urer of the New Jersey State School Nurses Association, reported 
that 76% of their members had become members of the American 
School Health Association. 

This is a creditable record, which represents the fruit of 
several years of effort on the part of the executive board of the 
New Jersey State School Nurses, in investigating the various possi- 
bilities for a national “hook up” for their organization. The final 
decision was to make application for affiliate membership, to the 
American School Health Association. 

The American School Health Association offers to the special- 
ized school nurse a unique and distinct source of national strength 
and recognition, in her particular field. It also provides unques- 
tionably, an indispensable and authentic monthly magazine on 
many problems and information related to school health work. 

To a formidable list of working committees already existing, 
the American School Health Association has added a committee to 
investigate and encourage courses of study, on a collegiate level, 
preparing (or to prepare) nurses specifically for school health 
work. 

The New Jersey State School Nurses Association, after one 
year’s experience with the advantages accruing from this affilia- 
tion, invites other school nursing groups likewise to consider such 
an affiliation. Emily S. Brown, Representative of the New Jersey State 
School Nurses Association to the American School Health Association. 
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WILLIAM A. HOWE, M.D., AND THE AMERICAN SCHOOL 
HEALTH ASSOCIATION* 


A. O. DEWEESE, M.D. 


President Maxwell, Honored Guests, and Fellow Members: 

I am disappointed and chagrined as well as pleased to find my- 
self in this position. As members of the American School Health 
Association, you have seen fit to bestow upon me the greatest honor 
in your possession, The William A. Howe Award. Now I find my- 


self unable to express through the medium of language, just what 


the William A. Howe Award means to me. 


Our association has never had any organized philanthropic 
support. Its only resource has always been the loyal and unselfish 
support of its individual members. With only this priceless re- 
source it has given over two decades of valuable service to the 
school children of America. No organization has ever existed in 
which the individual members have given such loyal and unselfish 
service. This service has been given without the hope of any re- 
ward, except to see the objectives of the Association realized for 
the boys and girls of America. This has been due to the spirit and 
personality, and a life-time of tireless devotion and a steadfastness 
of purpose on the part of the founder of our Association, William 
A. Howe. 

The American School Health Association has become of age 
and is firmly established. Down through the years many, many 
more individuals much more deserving than myself will receive this 
award. Few of these, however, can have been fortunate enough as 
young men and women to have come directly in contact with the 
personality back of this Award. Few of them will have had the 
privilege of laboring with him in the fulfillment of his destiny. 

The inscription on this Award reads, “For the Children and 
Youth of the World, The William A. Howe Award, presented for 
outstanding service in School Health work. By vote of the Execu- 
tive Council of the American School Health Association in memory 
of Dr. William A. Howe, founder of this organization.” 

In this brief but adequate phrasing I see a young man of more 
than a half century ago. He had just finished his medical training 
and started practicing in his home community in the Finger Lakes 
region of New York. He was well trained, enthusiastic and de- 


* The reply to the citation made on presentation of the William A. Howe 
Honor Award, 


New York, October 26, 1949. 
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termined to give a life-time of the best possible service to the medi- 
cal profession. 

He loved people. He wanted to help everybody because he 
loved everybody. He particularly loved school children, and the 
welfare of the school children of his community became his hobby. 
His broad social-mindedness led him to believe that medical science 
had duties and obligations beyond that of the care of the acutely 
ill. He became obsessed with the idea that what medical science 
had to offer in the education of our youth was a rightful heritage 
of the American child. The profession, he thought, was morally 
bound, socially bound and even legally bound, to make possible 
such a blessing to all school children. 


In the true American way, he labored first, long and unselfish- 
ly for the school children of his own local community and its en- 


_virons. The vision, however, was to reach more and more school 


children. With a steadfastness of purpose and with undaunted 
courage he seized upon every opportunity to further the cause. In 
and out of the medical profession, his voice could not be stilled. He 
organized a young men’s political club to support every public 
official in sympathy with the cause, and his voice began to be heard 
throughout his state. 

The state of New York offered him an appointment as Medical 
Director in the Department of Education. This meant that he 
would have to give up the active practice of medicine, a service he 
loved and revered. It also meant a financial sacrifice. In the end, 
the opportunity to serve the school children of his state in Health 
Education won, and to them in this capacity he gave more than a 
quarter of a century of continuous service. 

Past customs, procedures, and prejudices in education as in 
everything else are hard to change. Many times he was disap- 
pointed, but never discouraged. He was not satisfied with but 
graciously accepted slight progress in School Health Education. 
Soon he became an evangelist, pointed out at every state and na- 
tional medical meeting. Like Diogenes with his lantern, he was 
seeking for some other physician interested in School Health. He 
was satified if he could only get the ear of some physician for a few 
minutes to listen to his pleading in the interest of health education 
for the school children of America. 

This tireless and persistent devotion finally bore fruit. The 
1927 Annual Meeting of the American Public Health Association 
was held in Cincinnati, Ohio. Dr. Howe rented a hall in a hotel 
near the headquarters hotel for Wednesday evening. He succeeded 
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in getting some thirty to forty physicians to attend a dinner meet- 
ing. It was here that the Association was born. It was christened 
with a very simple constitution and by-laws providing for a group 
of physicians to bind themselves together into an organization to 
be known as the American Association of School Physicians, to 
work co-operatively together in the interest of School Health. 


To this group, Dr. Howe, through personal contacts and 
voluminous correspondence added some two hundred other physi- 
cians. These members felt the need of some medium for a continu- 
ous exchange of ideas, so Dr. Howe published a monthly bulletin. 
At first this was in mimeograph form. In the second year some 
two hundred new members were added and the publication was 
printed and became the official organ of the Association. It was 
first called the School Physicians Bulletin. 


Dr. Howe personally, did almost all of the work in the editing 
and preparation of this monthly Journal, and sometimes personally 
met the monthly deficit. His week-ends, evenings, and holidays 
were devoted to long hours of work on the Journal and voluminous 
correspondence with other physicians who had the least tiny spark 
of interest in School Health. This was his recreation. The health 
of the school child was a helpless cause that could survive only if 
properly mothered. Like the natural mother, his joys and pleasures 
came from unselfishly serving the needs of this helpless cause. 
Again this tireless effort won out, and the publication became a 
very popular and practical magazine for the busy school physician. 


Before long it was reaching some one thousand school physicians. — 


The school physicians, under the direction of Dr. Howe, be- 
came organized well enough to give careful, collective thinking to 
their problems. It soon became evident that if medical science was 
to bring its best contribution to the schools it needed the co-opera- 
tive efforts of the physician, dentist, and school nurse. The con- 
stitution was changed to include these groups, and the name of the 
organization changed from the American Association of School 
Physicians to the American School Health Association, and the 
School Physician’s Bulletin became the Journal of School Health. 

The special teacher of health education began to appear in iso- 
lated cases among the school personnel. During the presidency of 
Dr. John Sundwall, their future and contribution was carefully 
studied and discussed, and the last official act of Dr. Howe was to 
arrange for entrance into the Association of those special health 
teachers “whose professional education included substantial train- 
ing in those sciences which acquaint one with the structure, func- 
tions and care of the human body.” 
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In the completion of this procedure, Dr. Howe’s joy and en- 
thusiasm was unbounded. The American School Health Associa- 
tion was established. It’s perilous and uncertain days of infancy 
were behind it. More and more interest was being taken by all 
groups in School Health. He could see the results of a life-time of 
unselfish and untiring devotion to a cause. The Association was 
mature and ready to play its important part in a new era of 
School Health. It comprised, as he had always dreamed it to be, a 
group of select school physicians, school nurses, school dentists, 
and special trained teachers of health, bound together in a co- 
operative organization to give unselfish devotion to the cause of 
school health. 

By this time, Dr. Howe had worked some years beyond the age 
of legal retirement, and he was anxious to pass on to others some 
of the more tiresome and detailed work that it took to keep a Na- 
tional Organization alive and growing. Among others he ap- 
proached Dr. Keene and myself, and in his fair and honest manner 
explained the hours of tedious attention to details that must be 
spent each week to safeguard the frame-work of the Association 
and requested that we assume some of the detail work with a 
pledge to carry it on. 

My answer was a thoughtless one; a statement that I have 
been ashamed of ever since; a stigma that I have spent years try- 
ing to erase. This award you kindly tender me, I trust may help 
to erase it permanently. My thoughtless answer was, “Because 
you have been fool enough to do all this why should I?” I can 
never forget the hurt expression that for a moment darkened his 
face. Then he fastened me with his kindly gray eyes and said, 
“Sir, no man who unselfishly serves the health and happiness of the 
children of America is a fool. The fool, rather, is the individual 
who cannot evaluate the rewards of earthly living sufficiently to 
grasp this opportunity of service.” Needless to say, like many 
others, I succumbed to the force of this great personality, a per- 
sonality developed over a period of a half century of living a fixed 
humanitarian objective that no adverse force was strong enough to 
deter or discourage. 

Your award, my associates. means something more to me than 
this plaque and citation. The personal honor is of minor import- 
ance. It represents the spirit of a great personality that goes on 
after death in the framework of the American School Health Asso- 
ciation; an organization founded upon and imbued with the 
objectives of this human life devoted to the health and well-being 
of the children of America. It is in that spirit I most humbly ac- 
cept your William A. Howe Award. A. O. DEWEESE, M.D. 
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EDITORIALS 


The history of weight measuring in comparison to the age and 
height of children has been an interesting one, particularly since 
the close of World War I. During that thirty-odd year period we 
have seen the rise and fall of several theories, and the exposure of 
some errors of fact and judgment. 


During the early years of that period we saw the spread of a 


propaganda that insisted on a slavish adherence to the idea that 
a child must fit precisely to the pattern — so old, so tall, such a 
weight — if the child was to be considered well and normal. 

Studies of the height, weight, and age were made on thousands 
of youngsters. Tables of standards were publicized, and we 
found ourselves in the midst of wordy discussions as to the amount 
the poundage could fall short or or exceed the amount set up in the 
tables. We were told that twenty-five to thirty per cent of our 
school children were underweight, and that a considerable, though 
much less, per cent were overweight. And what to do! 

Then it occurred to some working with the health of the school 
child to think. Why should every child be expected to fit the mould, 
ignoring geographic areas, environment and even heredity? Why 
should all children be expected to meet the standards of these 
tables which admittedly were based on measurements of private 
school pupils; drawn almost entirely from one or two racial stocks, 
and from a high economic environment? 
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Then it occurred to some school leaders to make a real study 
of public school children. One of the first cities where this was 
done — if not the first — was Springfield, Massachusetts, a city of 
mixed racial groups. Behold! there was a racial pattern of weight 
as related to age and height, a fact which any anthropologist worth 
his salt could have told us. Now we realize that there is also a 
familial pattern. Considering these basic elements, we found that 
our public school pupils were not at all the poundage deficients we 
had been led to believe. 

Now we do not cling tenaciously to even such standards. It is 
generally considered that while poundage is a factor in health, the 
really important thing is — is the child growing? Is he making a 
regular gain in weight? 

All the foregoing leads to the idea we wish to emphasize — 
namely, children are different. Most of the readers of this Journal 
will remember that a few months ago we published an article by J. 
Roswell Gallagher, M.D., entitled, “There Is No Such Thing as the 
Average Boy.” In this issue we publish one by Dr. Gallagher and 
a fellow author, T. John Johnson, on “The Modification of Weight 
in Adolescence.” It, too, emphasizes individual differences. It 
makes clear, too, that growth advances by echelon, not by mass 
frontal attack. One phase advances, pauses while some other 
phase pushes ahead, and then advances some more. 

Children are different! They do not —and this for the good 
of the race is advantageous — conform to a slide rule.—C. H. K. 

* * * * * 


This issue also contains the sincere and deeply meant tribute 
to William A. Howe, M.D. — the founder, organizer, and for years 
the most earnest and diligent worker in keeping the American 
Association of School Physicians, now the American School Health 
Association alive and growing — made by Dr. A. O. DeWeese at 
the time of the award to him of the William A. Howe Honor 
Award. 

It not only is a tribute, it is a history of the early days of 
this Association, when there was great doubt whether the Associa- 
tion could survive. It was not all smooth sailing. There were de- 
pressing events and obstacles, some seemingly fostered by 
jealousies. These seem, in some cases at least, to have been stimu- 
lants. They say that a dog needs a few fleas to keep him interested. 
Perhaps Associations do, too. 

By vote of the Governing Council at its October meeting, a 
committee was appointed to try to dig out the history of the Asso- 
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ciation. Things like the presentation of Dr. DeWeese are ex- 
tremely valuable to the committee. For instance — we are not very 
definite in our recollection of the names and positions of those 
present at the organization meeting at Cincinnati in 1927, nor even 
exactly how many were there. 

Any reader having such information will do a favor to the 
Association by sending his list to the Editor.—C. H. K. 


* * * * * 


A.S.H.A. — COMMITTEES FOR 1949-50 

1. Membership and Fellowship—Kenneth Gibson, D.D.S., 
Chairman, Vice-President in charge of Membership, 660 Frederick 
St., Detroit, Mich. 

2. Program—Paul Kinney, M.D., Vice-President in charge of 
Program, Altadena, Calif. 

8. Publicity and Local Arrangements—Guy N. Magness, 
M.D., 951 N. Hanley Rd., University City, Mo. 

4. Legislative—C. L. Outland, M.D., Chairman, Richmond, 
Va. 

5. Howe Award—Cyrus H. Maxwell, M.D., Chairman, Wash- 
ington, D. C. 

6. History of the Organization—Charles H. Keene, M.D., 
Chairman, Buffalo, N. Y. 

7. Status of Credit for Health Education in High Schools— 
Paul Landis, M.A., Chairman, Columbus, Ohio. 


8. Entrance Credit for Health Education in Colleges—H. F. 


Kilander, Ph.D., Chairman, Washington, D. C. 

9. School Nursing Policies and Practices—Gertrude E. Crom- 
well, R.N., President-elect, Denver, Colo. Also on Committee to 
Advise other State Associations as to Affiliation with A.S.H.A. 

10. Definition of Terms (Terminology)—I. P. Barrett, M.D., 
Chairman, Fort Worth, Tex. 

11. Nutrition—Walter Wilkins, M.D., Florida State Board of 
Health, Jacksonville, Fla. 

12. Tuberculosis—Jay Arthur Myers, M.D., University of 
Minnesota, Minneapolis, Minn. 

13. Appraisal of School Health Services—V. K. Volk, M.D., 
Chairman, Saginaw, Mich. 

14. Pre-School Clinics and Liaison with P. T. A.—C. F. 
Moench, M.D., Department of Health, Oak Ridge, Tenn. 

15. Committee to Study Education of Hospitalized Children 
and Education of Crippled Children—Hubley Owen, M.D., -Chair- 
man, Philadelphia, 
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16. Improvement of the Status of the Schoo] Physician—L. M. 
Smith, M.D., Chairman, Pittsburgh, Pa. 

17. Integration of Community Health Education and School 
Health—Leslie W. Irwin, M.D., Chairman, Boston University, 
Boston, Mass. 

18. Problems of Physical Education and Athletics—Paul 
Landis, M.A., Chairman, Columbus, Ohio. 

19. Advertising in the Journal—Adfur Maines, M.D., Chair- 
man, Buffalo, N. Y. 

20. Health. Teaching in Rural Schools—Clair E. Turner, 
D.P.H., Chairman, New York City. 

21. Evaluation of Driver Education and Training in Selected 
High Schools—A. Frank Bridges, Chairman, 420 S. Grant, Bloom- 
ington, Ind. 

January 20, 1950. 

A.S.H.A. Representatives on Other National Groups—1949-50 

1. American Council on Rheumatic Fever—Bernice Wedum, 
M.D., Camp Detrick, Maryland. 

2. Committee on Sanitation—G. Robert Koopman, Assistant 
Superintendent, Department of Public Instruction, Lansing, 
Mich. 

8. National Advisory Committee on Local Health Units— 
Morey R. Fields, New York University, 35-41 West Fourth St., 
New York 3, N. Y. 

4. White House Conference Steering Committee on Children 
and Youth—Elsa Schneider, Department of Education, Federal 
Security Agency, Washington 25, D. C. 

5. Committee on Co-ordination of Projects and Activities 
among the three Associations—American Association for Health, 
Physical Education and Recreation—School Health Section A. P. 
H. A. and American School Health Association—A. O. DeWeese, 
M.D., Kent State University, Kent, Ohio. 

6. Conference on Graduate Study in Health Education, Physi- 
cal Education and Recreation—Charles Wilson, M.D., Yale Uni- 
versity, New Haven, Conn. 

7. Children’s Bureau Advisory Committee on Maternal and 
Child Health and Crippled Children’s Services—Thomas Shaffer, 
M.D., Ohio State University, Columbus, Ohio. 

January 20, 1950. 

Pennsylvania’s School Nurses: School nurses in Pennsylvania 
organized a School Nurses’ Section in the Pennsylvania State 
Nurses’ Association during the Annual Convention of the Associa- 


X- 

se 

n 

le 

ley 

k 

) 

) 

| 


94 THE JOURNAL OF SCHOOL HEALTH 


tion in Reading, November, 1949. School nurses from all areas 
of the state met at the convention, and expressed the need for a 
section through which they might consider problems of special in- 
terest to their group, thereby improving the type of nursing ser- 
vice they render. 

Currently, five district School Nurse Sections in the Pennsyl- 
vania State Nurses’ Association exist, and it is expected that the 
remaining three districts will organize sections during this year. 

The Advisory Forum of the State School Nurses’ Section which 
represents every district association met recently at headquarters 
of the Pennsylvania State Nurses’ Association in Harrisburg, and 
planned their program for 1950. Consideration will be given to 
the promotion of participation by school nurses in activities of the 
professional organization. In addition, attention will be paid to 
regulations for certification of school nurses, and the expansion of 
educational facilities to all areas of the state. Local and state pro- 
gram meetings will be held during the year in an effort to meet the 
various needs of the group. Pauline S. Riley, R.N. 

* * * * * 


PLAYGROUND PRECAUTIONS 
BENA M. PETERSON 

Do you know how to make school days safe days? 

Do you know how to choose a safe place for your ball game? 

Do you know how to use the school playground apperetas 
safely and correctly? 

Do you know what hand signals to make on riding a bicycle? 

Do you know what to do in case of an emergency? 

These were questions asked by pupils at a meeting of our sixth- 
grade safety council. In discussing these questions, it was decided 
that each child should write down his own ideas of necessary rules 
for safety on the playground, and be ready to defend his ideas. 
It was further decided that a committee should then tabulate these 
rules, classify them and report to the safety council at the next 
meeting. 

These things were done and at the meeting many rules of 
safety were presented. After a thorough discussion, certain of 
them were selected and tabulated according to their subject. 

Here are the rules adopted by the group: 

Safety Precautions for the Playground 
I. Baseball 
1. Be considerate of other children when playing ball. 
2. Drop the bat after batting. 
3. Stand a safe distance from the batter. 
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aS 4. Watch the ball. 
a 5. Be careful when chasing a ball into the street. 
n- 6. Play carefully. Wild balls are dangerous. 
r- 7. Avoid throwing a ball into the crowd. 

8. Tape your bat handles. 
- 9. Play ball a safe distance from equipment for little 
1e children. 

10. Use your eyes and your ears. 

+h 11. Control your arm movements when using the bat. 
rs 12. If you are not playing, keep out of the way of those 
d who are. 
tO II. Bicycles 
1e 1. Put bicycles in the racks when you arrive at school. 
LO 2. Do not ride the bicycle on the playground. 
of 3. Stay away from the bicycle racks when school is in 
session. 
le 4. Walk your bicycle on sidewalks. 

5. Observe traffic rules. 

6. Don’t race with your bicycle. 

7. Keep your eyes and ears open. Be alert. 

8. Never ride with more than one person on the bicycle. 

Ill. Swings 
° 1. Swing straight backwards and forwards. 
a 2. When you leave the swing, stop its movement. 
3. Remember it is dangerous to jump out of swings when 

° they are still swinging. 
i 4. There should be only one person in the swing at a time. 
. 5. Be careful approaching swings in use. 
d 6. Stand far enough away from the swings so you won’t 
get hurt. 
‘ 7. Wait your turn for a swing; do not push or shove. 
i 8. It is dangerous to swing crookedly; you might knock 
+ someone down. 

9. Sit in the swing; it is dangerous to stand up when you 
f are swinging. 
f IV. Teeter Boards 

1. Have only one playmate with you on the board. 

2. It is dangerous to jump off when a playmate is on the 

other end. 

3. Always tell your playmate what you intend to do. 

4. Sitting is the only correct position on the teeter board. 

5. The teeter is for your pleasure, but do not experiment 

or try tricks. 
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6. Bea good sport at all times. 
V. Rings 
1. Stand back when someone is using the rings. 
2. While using rings, be careful. 
3. Stop rings when you are through using them. 
4. Bea good sport; wait your turn; give the other fellow 
a chance. 
VI. Jungle Gym 
1. Help the smaller children use the jungle gym. 
2. Do not play tricks on the jungle gym. 
3. Be very careful not to step on hands and feet of other 
children. 
4. Playing tag and jumping up and down on the jungle 
gym is dangerous. 
5. Always hold on carefully. 
6. Wait your turn. 
VII. General Equipment 
1. Stay off the top of playground apparatus and do not 
climb buildings. 
2. Do not climb poles on the framework of the equipment. 
3. Equipment—hballs, bats, mats, bases—should be re- 
turned to the proper places. 
Play games away from the playground equipment. 
If an accident occurs report it at once. 
Report any apparatus that needs repair. 
—From Safety Education for September, 1949. 
* * * * * 


Enrollments in Medical Schools,—In recent discussions con- 
cerning the supply of physicians some critics of the present methods 
of training have compared the number of medical students en- 
rolled in the medical schools in the United States today with the 
number enrolled in 1905, the first year for which accurate data 
for student enrollments are available. They claim that today’s 


Pre 


enrollment is smaller. While the American Medical Association, the - 


Association of American Medical Colleges and others concerned 
with medical education have pointed out repeatedly that many of 
the medical students of the earlier period were enrolled in sub- 
standard schools and could not therefore be considered the equiva- 
lent of medical students in the present-day approved schools, quan- 
titative studies on this point have not been made until recently. 
The council on Medical Education and Hospitals of the Ameri- 
can Medical Association has just made a study to determine the 
comparative enrollments in approved medical schools during the 40 
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years since 1910, when the Council published its first list of ap- 
proved medical schools. This study reveals that in 1910 there were 
66 class A medical schools with a total enrollment of 12,530 stu- 
dents; in 1920 there were 70 Class A medical schools with a total 
enrollment of 12,559 students; in 1930 there were 76 approved 
medical schools with a total enrollment of 21,597; in 1940 there 
were 77 approved medical schools with a total enrollment of 21,271; 
in 1950 there are 79 approved medical schools with an estimated 
total enrollment of 24,800 students. These data clearly show the 
opportunities to study medicine in approved medical schools have 
practically doubled in the last 40 years and have more than kept 
pace with the growth in population. 

The number of physicians per 100,000 population in the 
United States declined from 149 in 1909 to 125 in 1929. Since 
1929 the ratio has steadily risen to 137 in 1949. These new data 
showing the increasing number of students enrolled in approved 
medical schools reveal clearly that the decline in the physician- 
population ratio from 1909 to 1929 was due entirely to the closing 
of substandard medical schools. A physician-population ratio that 
included only physicians who were graduated from approved medi- 
cal schools would reveal a steadily rising trend in the past four- 
decades. 

Even the poorest of the approved medical schools today have 
better staffs and facilities than most of the approved medical 
schools of 30 or 40 years ago, and the leadership of the medical 
profession and the medical colleges has resulted in the training of 
a greatly increased number of well qualified physicians to serve 
the American people. This accomplishment is important in the 
increasing life expectancy. In the last 40 years life expectancy at 
birth in the United States has increased more than 17 years. This 
accomplishment also is important in the reduction of maternal mor- 
tality, which in the last 20 years has been reduced by more than 85 
per cent, and has influenced considerably the over-all crude death 
rate for the nation, which has shown a gradual decrease despite 
the aging of the population. 

The general health of the population of the United States is 
constantly improving. No one can deny this without resorting to 
falsification. Those who claim that a health crisis exists in this 


_ country cannot prove it, and yet by inference, and often more di- 


rectly, they plead a crisis to bolster their arguments for enlarge- 
ment of medical schools and increase in enrolments of students. 
The latest report from the Council on Medical Education offers a 
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convincing reply to those who doubt the effectiveness of the present 
orderly progression in medical education to meet the health needs 
of the nation. To heed the pleas of those who would discard order 
for chaos would cause a farrago that would return the level of 
medical: education and care to that of several decades ago. 


eiseninl,. Domenal of the American Medical Association, February 11, 1950, 
p. 420. 


Amebiasis,—Until the outbreak of the Chicago epidemic in 
1933 amebiasis was believed to be encountered only in the tropics. 
The Chicago outbreak, however, called attention to amebiasis as a 
worldwide disease. Recent surveys with much improved laboratory 
methods, such as the use of polyvinyl alcohol preservative, hemo- 
toxylin-stained slides, Faust’s flotation for cysts and culture of 
amebas show that approximately 20 percent of the population of the 
United States is infected. Craig, Faust, D’Antoni and others have 
shown that most of the persons infected with Endameba histolytica 
do not present a textbook picture of amebiasis but suffer from a 
subclinical form of the disease or have chronic constipation alter- 
nating with short outbursts of diarrhea. Such patients usually seek 
medical aid for symptomatic disturbances. According to the situa- 
tion of the main lesions, the symptoms may be localized in the 
appendiceal region, the hepatic flexure, the splenic flexure or the 
descending colon. Rectosigmoidal lesions are present in only about 
one third of the cases. Because of the mild symptoms, patients 
often do not come to the physician’s office until sequelae, especially 
certain forms of ulcerative colitis and “irritative colon,’ have 


developed. Abstracted from Editorial, Journal of the American Medical 
Association, February 4, 1950, p. 343. 


MEETINGS 


American School Health Association and the American Public 
Health Association at St. Louis, Missouri, October 29 - November 3, 
1950. 

American Association for Health, Physical Education and 
tecreation at Dallas, Texas, April 17-21, 1950. 

New York State Sanitary Conference and New York State 
School Physicians Association at Lake Placid, N. Y., June 5-8, 1950. 
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